glands seemed not to be involved and the sweat ducts passed through the horny thickening unchanged. In 1918 ten of these cases had been published, most of them in France. Generally they had been described as cases of porokeratosis, but in sections made by Buschke and Fischer and by the speaker, the sweat glands and ducts seemed not to be involved, although, clinically, the lesions appeared to arise round a sweat duct. In making a diagnosis it was necessary to remember, as Dr. Semon had said, that other conditions produced a punctate keratosis, e.g., psoriasis, Darier's disease, lichen planus, arsenical hyperkeratosis and multiple warts. He (Dr. Adamson) thought that the condition in this case might be lichen planus, and some whitish patches in the mouth seemed to confirm this.
In the cases recorded by Sir James Galloway the lesions were discrete, snmall, raised nodules, with a central depression, looking rather like small beads imbedded in the skin. In Dr.
Semon's case the punietate lesions were not raised, and seemed to be set in an inflammatory base.
Dr. SEMON (in reply) said that Dr. Adamson's opinion was of pre-eminent value, because of his special experience of keratosis punctata. If the case were really an example of chronic lichen planus he felt encouraged to try the effect of small doses of X-rays, which, if an inflammatory cause were present might be effective. Did Dr. Adamson agree? [Dr. ADAMSON: Yes.] Dr. ARTHUR WHITFIELD (Chairman) said he agreed that this case belonged to the lichen planus type, but his experience led him to think that it would not react well to X-rays. He had introduced a treatment some time ago, namely, rubbing thoroughly into the part an ointment consisting of camphor, 5j; crystalline phenol, 3j; blue ointment, 3ij; lanoline, ad Zj. The site should be covered with zinc strapping, and the application renewed daily. Under this treatment in most cases of hypertrophic lichen planus the condition disappeared within three weeks.
Unusual Lichen Planus.-H. W. BARBER, M.B.-This patient, male, aged 21, attended my out-patient department some weeks ago for a bald patch on the frontal region of the scalp. He was seen in my absence by one of my assistants, who diagnosed lupus erythematosus. I saw him shortly afterwards and found: (1) On the scalp an oval area of cicatricial atrophy, completely denuded of hair, and red in colour from capillary dilatation: on vitro-pressure the dilated vessels were not obliterated entirely. (2) On the buttocks and thighs grouped follicular lesions resembling lichen spinulosus. (3) In the perinwum and on the mucous membranes of the cheeks, typical lichen planus.
The case is of interest as showing the combination of cicatricial alopecia of the scalp with follicular keratoses on the trunk, such as has been described by Dr. Graham Little (Brit. Journt. Derm., 1915, 183) , Dr. Dore (ibid., 295), and Dr. Wallace Beatty and Dr. Speares (ibid., 331) , and the association at the same time of typical lichen planus.
Dr. G. B. Dowling sbowed a child for me, some years. ago, in whose case folliculitis decalvans of the scalp, with lichen spinulosus of the body, was followed by lichen planus of the ordinary variety.
It is difficult to avoid the conclusion that some cases, at least, of so-called folliculitis decalvans or pseudo-pelade are really cases of lichen planus, and that the " lichen spinulosus" described in ass6ciation with it by several observers is merely the follicular variety of this disease. 
